the last four years, and every three or four weeks she has had attacks as above. About three years ago she had a more severe turn, and then I discovered enlargement of the gall-bladder, and she at that time passed nine or ten gall-stones about the size of small peas with facets. Her present illness dates from nine weeks ago. Jaundice appeared in a few days. She has had remissions of the pain, with reappearance of bile in the stools and lessening of the jaundice. I have never found any enlargement of the gallbladder at any time during the last attack."
After admission to the Infirmary, we found the exacerbations increasing in number and severity, and the high temperature which accompanied them continuing more and more through the remissions. In the attacks the pain was accompanied by such tenderness that she could not bear the pressure of the bedclothes. In the mass of adhesions I found the gall-badder with difficulty. I aspirated, opened, and found no gall-stone in it. It barely admitted the first joint of my forefinger. Working my way through the adhesions outside, I felt the stone in the common duct, and, thus directed, was able first to pass a probe, and next a pair of sinus forceps, so far as to touch the stone. I found it impossible to dislodge it by the scoop, and the forceps could not be opened sufficiently even to nibble at it. I made an attempt to crush it from the outside, but was obliged to desist, because it was too hard to crush with the fingers, and from the adhesions I could not get the india-rubber-covered forceps directly applied so as certainly to exclude the bowel from their grasp. It was an early experience. In Mrs N.'s case, for example, I found as great difficulty in every respect as in that of Mrs W. The gall-bladder could barely be recognised, and I never even tried to explore it, because I could feel that it contained no stone, and that there was one in the common duct. The hepatic flexure of the colon was closely adherent to the anterior part of the duct, especially at the spot where the impacted stone could be felt. Separating gently the colon to a sufficient extent, I steadied the portion of duct containing the stone with my two forefingers, and so rotated it 'as to enable Mr Hodsdon to make a small longitudinal incision, from which we extracted the calculus. It was found to weigh seven grammes. A small glass drainage-tube was placed in the duct, and another in the peritoneum alongside it, and the external wound was sutured, except at their point of emergence. The wound in the part unoccupied by the tubes healed by first intention ; the tubes were removed on the fourth day, and in three weeks the biliary fistula closed. We had a little anxiety for a time, because the buttocks were very severely burned by a hot-water bottle while she was under chloroform.
She pulled through the double shock, however, and by skingrafting, when the slough separated, the burn was made to heal quickly. As in all these cases, the jaundice was slow in disappearing, but bile appeared in the stools on the third day, and in every respect, except for the delay from the burn, the recovery was perfect.
The only point which calls for remark is the treatment of the common duct. As in the case of the gall-bladder, it is evident that the most perfect result would be to stitch up the wound. I have satisfied myself that, although not easy, it can be done with the same contrivances as are required for vesico-vaginal fistula or cleft palate. But the argument against suture of the gall-bladder applies here with yet greater force. You burn your boats. You cannot be sure that the passage into the duodenum is unobstructed by inflammatory adhesion. It would be easy, you may say, to ascertain that with a probe or syringe. But, apart from the fact that the probe would not be conclusive, it seems unwise to pass it into the septic duodenum, while the use of a syringe at that depth, and with the wound we had been obliged to make, could give no information, on account of regurgitation of the fluid. On the other hand, the bile is an aseptic, though not an antiseptic fluid, and effective drainage might safely be trusted to neutralize its chemical irritation. I look upon the plan adopted, therefore, as provisionally the best at our disposal.
The conclusions, then, which I draw from my experience in the surgical treatment of gall-stones are,?
1. That when the stones lie in the gall-bladder or lightly impacted in the cystic duct, cholecystotomy is a safe and easy operation. 2. That if the stone be impacted in the common duct, the gallbladder is apt to be small, and such structures as the stomach and colon are prone to be adherent in awkward positions.
